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EDITORIAL 
UNDERGRADUATE TRAINING IN PSYCHIATRY AND BEHAVIOURAL 
SCIENCES—THE NEED TO TRAIN THE TRAINERS 
There is general agreement among Mental Health professionals, that undergraduate training 
in Psychiatry and Behavioural Sciences in most of the medical colleges in the country is unsatis-
factory. Some of the reasons advanced for this unfortunate situation are :—insufficient teaching-
hours, inadequate staff, lack of interest on the part of students and our non-psychiatrist medical 
colleagues, absence of provision for examination in the subjects, ambiguity and controversy sur-
rounding many psychiatric concepts and practices, lack of access to sophisticated audio-visual 
teaching aids etc. While there is no denying that these inadequacies have to be corrected, we 
should also look for more basic causes. A look at the problem in the world-context reveals, 
that, even in the more developed countries, with generous hours allotted to the teaching of the 
subjects during the undergraduate years, availability of adequate staff and the latest teaching 
aids, the extent to which the psycho-social dimension is assessed in patient-evaluation by medical 
students leaves a lot to be desired. James and Galletly (1982) found, for example, that though 
the undergraduate medical students at Otago University, New Zealand, have as many as 160 
hours devoted to the teaching of Psychological Medicine, little dfference was found in the extent 
to which psychological data were recorded in two samples of General Hospital case-notes 
written 10 years apart, inspite of a significant increase of apparently relevant material taught 
in the same 10 years period. Burroughs (1978) also noted under-recording of psychological 
and social factors, as compared to the routine aspects of physical care, in the United Kingdom, 
South Africa and Canada. Ruff and Mechanik (1975) found that students tended to categorise 
patients according to the department in which they were first seen so that the same student who 
demonstrated psychological awareness in psychiatry gave little evidence of it in General Medi-
cine, suffering that the skills acquired in the psychiatric wards do not generalise to the medical 
wards. 
Again, it may be noted that, inspite of the finding that 54% of persons with diagnosable 
mental disorders are seen only in primary care settings (Regier et al., 1978) and between 45% 
and 50% of patients in a primary care practice have a significant psycho-social problem (Hoeper 
et al., 1979), and reports of misdiagnosis and inadequate treatment of psycho-somatic complaints 
by primary care physicians (Goldberg, 1978), we do not often enough come across articulation 
by the primary care physicians, of the pressing need for suitable re-orientation of the training 
programme in psychiatry for undergraduate medical students. That it is almost invariably 
the psychiatrists who clamour lor inclusion of more psychiatry in undergraduate medical cur-
riculum, and not those who deliver the primary care services, suggest that the latter are pro-
bably disenchanted with our training programmes for family physicians and our consultancy 
services. This would, indeed, appear to be the case, as there is an increasing tendency on the 
part of family physicians in the U. S. A. and other developed countries to consult non-psychiatrist 
counsellors, rather than psychiatrists, for handling patients with psycho-social problems (Fink, 
1989). 
These observations should compel us to have a closer and more objective look at the type 
of training psychiatry, provided to the undergraduate medical students. Engel (1982) contends 2  K. BHASKARAN 
that, though psychiatrists talk about the need to adopt a bio-psycho-social approach to patient-
assessment and patient-care, in actual practice, they do not necessarily operate within the frame-
work of such a model " After all, psychiatrists undergo the same strictly bio-medical 
education as all other physicians and are products of the same scientific culture. Indeed, 
many psychiatrists are not less dualist and reductionistic than their non-psychiatrist colleagues. 
Widely shared are deep commitments to single system casual explanations—whether they are 
social, behavioural, psychogenic or molecular'—for psychiatric disorders. Especially compromised 
are psychiatrists whose longing to be accepted as "real" psysicians leads them to embrace the 
bio-medical model, uncritically despite its obvious incapacity to deal scientifically with the 
psychological and the social". 
It can be seen, therefore, that training teachers of psychiatry and behavioural sciences in 
our medical colleges should engage our active attention much more than it has done so far. 
Apart from the reasons cited above, there are other compelling reasons for such a training, 
with special reference to our country. 
The average teacher of psychiatry in the average medical college in the country is likely to 
be a relatively young psychiatrist who had his training a psychiatric hospital or psychiatric 
department of General Hospital, and had dealt mostly with primary psychiatric disorders. He 
is used to an ambience characterised by a shared field of ambiguities uncertainties and contro-
verises, active interaction with senior colleagues, with varied professional areas of interest, un-
hurried pace of work with ever-available support and guidance. The training does not devote 
much attention to the management of problems, commonly met with, at the psychiatry-medicine 
interface, like psychological reactions to physical disease and dying, psychogenic pain, and 
psychophysiological disorders. 
The training does not include teaching methodology, framing educational objectives, curri-
culum planning and the use of audio-visual teaching aids. 
The medical environment of the general hospital the young psychiatrist is required to work 
in, is however, different to that he was trained in. It is characterised by a bewildering array 
of sophisticated investigative procedures and treatment methods, and a working atmosphere 
characterised by a sense of urgency, concretenness, percision, certainty, and an intolerance to 
ambiguity, uncertainty, empty theorising and jargon-filled rhetoric. The psychiatrist feels 
most insecure and vulnerable, especially in the area of consultation-liaison work, which area 
can pose formidable problems even to experienced professionals. The young psychiatrist 
has no senior consultants to turn to for guidance and, books and journals are not of much help 
either. Theories of causation of psychosomatic disorders are invariably all psychoanalytically 
oriented, and even if one understands them, it is difficult to translate them into meaningful 
management plans, in view of the psychiatrist's lack of training in psychotherapy in general and 
in insight oriented-psychotherapy in particular and consequent lack of self-confidence. Expla-
ining the psychodynamic formulation to the physician-colleague in a language understandable 
by him again poses a problem. It is no wonder, therefore, that the young psychiatrist retreats 
to his more secure world of pure psychiatric disorders and the more familiar dyadic mode of 
functioning, inviting from his medical colleges, in the process, the charge of professional isola-
tion and unhclpfulness. 
As far as teaching of Behavioural Sciences is concerned, the picture is more dismal. It is, 
in most cases, confined to a few lectures on psychology and sociology. The influence of cultural 
factors in determining attitudes to health and illness, and doctor-patient relationship is not ade-
quately stressed, though they are important in understanding the behaviour of the patient at EDITORIAL : UNDERGRADUATE TRAINING IN PSYCHIATRY  3 
the time he does become a patient. Rarely does a teaching programme provide an experiential 
component, to the student in the form of a field visit to a village and surveying the attitudes of 
people to nutrition, beliefs about health and illness, or a visit to a family. 
It is heartening to note that the first workshop on training teachers of Psychiatry and 
Clinical Psychology from 10 medical colleges in the country in teaching Behavioural Sciences 
to undergraduate medical students was organised by the Co-ordinating Committee on Under-
graduate Psychiatric Education (COUPE) at NIMHANS, Bangalore, from 4th to 8th December 
1989. It is hoped that the training programme will be extended to other medical colleges also, 
and that other centres will be encouraged to undertake training. 
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